recent research has suggested that being compassionate and helpful to others is linked to well-being. However, people can pursue compassionate motives for different reasons, one of which may be to be liked or valued. evolutionary theory suggests this form of helping may be related to submissive appeasing behavior and therefore could be negatively associated with well-being. to explore this possibility we developed a new scale called the submissive compassion scale and compared it to other established submissive and shame-based scales, along with measures of depression, anxiety and stress in a group of 192 students. as predicted, a submissive form of compassion (being caring in order to be liked) was associated with submissive behavior, shame-based caring, ego-goals and depression, anxiety, and stress. in contrast, compassionate goals and compassion for others
were not. as research on compassion develops, new ways of understanding the complex and mixed motivations that can lie behind compassion are required. the desire to be helpful, kind, and compassionate, when it arises from fears of rejection and desires for acceptance, needs to be explored.
Compassion is typically defined as "asensitivity to suffering in self and others with a motivation and commitment to try to prevent and alleviate it" (Gilbert, 2009 ). An increasing number of studies show that compassionate-based interventions influence well-being, coping, and social connectedness (Fredrickson, Cohn, Coffey, Pek, & Finkel, 2008; Hofmann, Grossman, & Hinton, 2011; Hutcherson, Seppala, & Gross, 2008; Mascaro, Rilling, Tenzin, & Raison, 2012; Mongrain, Chin, & Shapira, 2011) . Compassion training increases prosocial behavior (Leiberg, Klimecki, & Singer, 2011) and is helpful for people with mental health problems (e.g. Braehler, Gumley, Harper, Wallace, Norrie, & Gilbert, 2012; Gilbert & Procter, 2006; Lucre & Corten, 2012) . Practices of imagining compassion for others produce changes in the frontal cortex and well-being (Lutz, Brefczynski-Lewis, Johnstone, & Davidson, 2008; Fredrickson et al., 2008; Hutcherson et al., 2008; Sprecher & Fehr, 2006) . Buchanan and Bardi (2010) found that performing acts of kindness increased life satisfaction. Schwartz and Sendor (1999) found that participants who were asked to support others with similar illness reported significant improvement on confidence, self-awareness, self-esteem, and depression. So taken together, evidence suggests that being compassionate and caring to oneself and others is beneficial to one's well-being.
However, the motives for caring behavior and the resources people have available to be caring are central to its impact on wellbeing. In a review, Vitaliano, Zhang, and Scanlan (2003) found that caring can be linked to detriments to health and well-being especially if people felt obligated to provide care with few resources to cope. Hegelson and Fritz (1999) found that individuals who focus on the needs of others to the exclusion of the needs of oneself (termed unmitigated communion) reported detrimental effects to their well-being. In a study of carers of people living with dementia, Martin, Gilbert, McEwan, and Irons (2006) found that feelings of entrapment in the caring role, fear of criticism for not living up to other people's expectations of caring, and self-criticism for not being a good enough carer, were linked to depression.
Evolutionary models of compassion locate some of its origins in the evolution of attachment and nurturing behavior (Gilbert, 2009 ). General altruism, taking an interest in others, being helpful and supportive underpins prosocial behavior (Penner, Dovidio, Piliavin, & Schroeder, 2005) . This type of helpfulness and caring develops from a young age (Warneken & Tomasello, 2009 ). In addition, being the recipient of care can create positive emotions in the minds of others towards the care provider. Given that human status and acceptability often depend on appearing attractive and helpful to others (Barkow, 1989; Gilbert, Allan, & Price, 1997) , caring behavior can be used as a means to develop a good reputation and status such as likeability and helpfulness in the minds of others (Buss, 2003; Phillips, Barnard, Ferguson, & Reader, 2008) , Goetz, Keltner, and Simon-Thomas (2010) suggested that developing a reputation of being altruistic could have been one of compassion's evolution drivers. So the question arises then as to whether some motives for compassion are focused on the well-being of the other whereas others are more linked to the desire to develop a positive reputation, people pleasing, being liked, and avoiding rejection. While some caring behaviors may be consciously manipulated, to court the support of others, particularly from dominant individuals, it may also be a submissive tactic in individuals who feel at risk of rejection or whose learning histories have been overly focused on the needs of others to the exclusion of their own needs. So, one source of caring motivation may be a form of appeasing and submissive behavior.
Submissive behavior is typically linked to the perception of lower social rank and functions as an appeasing strategy that can involve the inhibition of one's own hostile feelings, lack of assertiveness, denial of personal wants and needs to appease others to avoid threat from them (Gilbert & Allan, 1994) . Submissiveness can be signaled in many ways, such as avoiding eye contact or not starting conversations, not expressing feelings of anger or not defending oneself against other's criticism Gilbert, 2000) . Submissive behaviors have been found to be associated with a range of mental health problems (Gilbert, 2000) . McEwan, Gilbert, and Duarte (2012) explored self-identities in depressed patients focusing on competitive competencies (feeling like a winner rather than the loser) and caring competencies (wanting to be helpful to others rather than not). Competitive competence was highly linked to depression and caring less so but still significantly. However, when submissive behavior was controlled for, seeing oneself as a caring person was no longer associated with depression.
While submissiveness is associated with mental health problems, genuine compassion is not. For example, compassion training is generally conducive to improvements in well-being. In a direct exploration of different types of goals in friendship, Crocker and Canevello (2008) compared those who wanted to be helpful and kind to others (called compassionate goals) versus those who wanted to be seen as in the right and avoid making mistakes or being ashamed (called self-image goals). They found that having more self-image goals in friendships predicted conflict, loneliness, afraid, and confused feelings. Having more compassionate goals predicted closeness, clear and connected feelings, and increased social support, so people can engage in caring behavior for different reasons, not simply because they are empathically attuned and moved by the suffering of others. The degree to which individuals' caring behavior is textured by submissive concerns requires further exploration.
AIMS AND HYPOTHESIS
This study sought to develop a measure of submissive compassion. We define submissive compassion as "caring that functions for selfadvancing or protective needs, such as wanting to please others to be liked or thought well of, and to avoid rejection," whereas genuine compassion focuses on the needs of others and a desire to help them (Gilbert, 2009) . We hypothesize that submissive compassion would be positively associated with general submissive behavior, caring shame, self-image goals, fear of expressing compassion to others and psychopathology, and negatively associated with genuine compassion for others.
METHOD

PARTICIPANTS
Participants were 192 University of Derby students. Due to a printing error in the preparation of study questionnaires, 35 participants were missing their demographics information of age, gender, and study course. Out of the remaining 157, participants were 115 women and 42 men with an age range of 17 to 52 years (M = 31.35; SD = 9.65). All participants completed the self-report scales of this study (see below).
MEASURES
Submissive Compassion
Scale. An original set of 15 items were generated: Twelve items measured various defensive and submissive reasons for being caring; i.e., the desire of appearing likeable and appreciated, hence reducing the fear of rejection (e.g. I try to help people as much as I can so that they appreciate me) and three items were formulated as statements of compassion for altruistic reasons (e.g. I care for others simply because I enjoy it). Items were generated in several research team meetings. To provide face validity items were based on clients' comments of their own caring behavior. Items were then ranked by the research team according to appropriateness. Respondents were asked to rate how much they identified with each specific item on a five-point Likert scale from 0 (not at all like me) to 4 (extremely like me"). The factor analysis and Cronbach's alpha are described in the results section.
The Caring Shame and Guilt Scale-Adapted. This 12-item scale explores feelings of shame and guilt in relation to caring, and was adapted for this study from another study exploring carer guilt (Martin, Gilbert, McEwan, & Irons, 2006) . With permission, we adapted the scale so that the scale measures such feelings associated with the care provided to other people in general. Shame items (e.g., I am critical of myself if I think I have not been caring enough) focus on the key domains of shame relating to self-criticism, needing to live up to other people's expectations and fear of criticism from others. Guilt items focus on fears of harming others, regret, and sense of responsibility (Gilbert, 1998; Tangney & Dearing, 2002) . Answers are rated on a 4-point Likert scale from 0 (not at all like me) to 4 (extremely like me). The authors found face validity and internal consistency (Martin et al., 2006) .
Friendship Compassionate and Self-Image Goals Scale. This 13-item scale developed by Crocker & Canevello (2008) , assesses compassionate and self-image goals within two different subscales. All items began with the phrase "In the past week, in the area of friendships, how much did you want to or try to" and are rated on a scale ranging from 1 (not at all) to 5 (always). An example of a compassion goal is "have compassion for others' mistakes and weaknesses." An example of a self-image goal is "avoid showing your weaknesses."
Submissive Behaviour Scale. The Submissive Behaviour Scale was developed by Gilbert and Allan (1994) and refined by Allan and Gilbert (1997) . It consists of 16 examples of submissive behavior (e.g., I do what is expected of me even when I don't want to) which people rate as a behavioral frequency (from 0 = never to 4 = always) and has been used in many studies.
Compassion for Others Scale. This is a 21-item scale developed by Sprecher & Fehr (2005) that measures compassionate love for others (e.g., When I see people I do not know feeling sad I feel a need to reach out to them). Respondents are asked to rate how true each compassionate statement is to them on a seven point Likert scale ranging from 1 (not at all true of me) to 7 (very true of me).
Social Comparison Scale.
This scale measures self-perceptions of social rank and relative social standing (Allan & Gilbert, 1995) . It uses a semantic differential methodology and consists of 11 bipolar constructs (e.g., inferior-superior; incompetent-more competent). Participants are required to make a global comparison of themselves in relation to other people and to rate themselves along a ten-point scale. Low scores point to feelings of inferiority and general low rank self-perceptions.
Fear of Expressing Compassion for Others
Scale. This scale is one of the three Fears of Compassion Scales developed by Gilbert, McEwan, Matos, and Rivis (2011) . It comprises 10 items measuring fears of giving compassion to others (e.g., Being too compassionate makes people soft and easy to take advantage of; There are some people in life who don't deserve compassion). Participants are asked to rate a five-point Likert scale (0 = don't agree at all, 4 = completely agree) the extent to which they agree with each sentence.
Depression, Anxiety, and Stress Scale. This is a shortened version of the DASS-42, with 21 items. The scale consists of three subscales: Depression (e.g., I felt that life was meaningless), Anxiety (e.g., I experienced trembling), and Stress (e.g., I found it hard to wind down; Lovibond & Lovibond, 1995) . Participants are asked to rate on a four-point Likert scale how much each statement applied to them over the past week, scaling from 0 (does not apply to me at all) to 3 (applied to me very much or most of the time).
RESULTS
DATA ANALYSIS
Analysis was conducted using SPSS version 19 for PCs. The data were checked for normality of distribution and outliers using scatterplots which revealed no outliers. The skewness values ranged from -1.06 to .85 and kurtosis values ranged from -.89 to .21.
Factor Structure of the New Submissive Compassion Scale.
A factor analysis (Maximum Likelihood extraction with Promax rotation) on the Submissive Compassion Scale was conducted to allow factors to correlate with one another and delineate a clear factor structure (Norman & Streiner, 2000) .
The first solution produced three factors but only two had eigenvalues above one. The first factor consisted mainly of items about being compassionate to avoid negative consequences, whereas the second factor contained mostly items about being compassionate for altruistic reasons. However, two items on this factor (5. I sometimes exhaust myself trying to help others; and 15. Sometimes I can be a rescuer) had initially been formulated to measure compassion as avoidance of negative consequences. Upon revisiting these two items we concluded that they didn't measure clearly a motivation for compassion, rather they asked about the effort put in to helping others. Also they were worded poorly having "sometimes" in the question. So we opted to delete them from further analysis. The third factor was composed solely of one item (I pay attention to others so they see me as caring) which also loaded highly on the first factor and thus was kept in the analysis.
After deletion of items 5 and 15, another solution was obtained, with two factors. The second factor had an eigenvalue lower than 1 and was composed of only three items. We opted to force the scale into one factor. The third solution produced one factor with 13 items. However, 3 items which were initially formulated as contrast statements of compassion for altruistic reasons had very low loadings. An analysis of the Cronbach's alpha values of the Scale-if-item deleted showed that the alpha would improve if these three items were deleted. For this reason, the items were deleted so that the final scale solution consisted of one factor which we called Submissive Compassion, comprising 10 statements. The scale's items, factor loadings, eigenvalue, and variance are shown in Table 1 .
Descriptives. Means, standard deviations, and Cronbach's alphas are presented in Table 2 .
Correlation Analysis. Pearson's Correlation Coefficients (twotailed) for submissive compassion and fear of happiness, fears of compassion from others and for self, fear of negative emotions and other variables are presented in Table 2 .
Submissive Compassion. As predicted submissive compassion was highly positively correlated with caring shame, caring guilt, selfimage goals, submissive behavior, fear of expressing compassion to others, depression, anxiety, and stress. We found no correlations between submissive compassion, and compassionate goals, compassion for others, or social comparison.
Caring Shame and Guilt. Caring guilt was positively correlated with submissive behavior, compassion for others, compassionate goals, self-image goals, depression, anxiety, and stress, and negatively with social comparison. Caring guilt did not correlate with fear of expressing compassion for others.
Caring shame was found to be positively correlated with self-image goals and compassionate goals, compassion for others, fear of expressing compassion for others, depression, anxiety, and stress submissive behavior. Friendship Compassionate and Self-Image Goals. Compassionate goals were positively correlated to caring guilt, caring shame, selfimage goals, and compassion for others. Self-image goals, on the other hand were found to be positively linked to submissive compassion, caring shame, caring guilt, submissive behavior, fear of expressing compassion for others, depression, anxiety, and stress. No correlation was found between self-image goals and compassion for others or social comparison.
Regression Analysis. A multiple regression analysis was run to ascertain which variables (from submissive behavior, caring shame, caring guilt, self-image goals, depression, anxiety, and stress) were the strongest predictors of submissive compassion. The regression accounted for 51.3% of variance in submissive compassion, F(7,186) = 26.97, p < .001. Caring shame (β = .554, p = .000) was the strongest predictor of submissive compassion followed by self-image goals (β = .554, p = .000).
A series of multiple regression analysis were run to ascertain which variables were the strongest predictors of depression, anxiety, and stress. Submissive compassion, caring shame, caring guilt, and self-image goals were entered as independent variables in all regression studies. The dependent variables were depression, anxiety, and stress.
The second, third, and fourth regressions explored the psychopathology variables. The regression accounted for 16.8% of the variance of depression, F(4,182) = 8.35, p < .001. with caring shame being the only significant predictor of depression (β = .323, p = .009). For anxiety, F(4, 182) = 9.16, p < .001, and stress, F(4, 182) = 5.68, p < .001, even though both regressions were significant, no single variable significantly predicted the dependent variables.
Collinearity diagnostics for all regression analyses showed that the different variables do not suffer from multicollinearity (VIF <5; Tolerance >.20 for all variables).
DISCUSSION
This study developed a measure of submissive compassion to tap into helping and caring for others in order to be liked and avoid rejection. We generated 15 items with face validity, of which we retained 10 items derived from the factor analysis. The final solution had good reliability. The key findings are that it is possible to distin-guish genuine compassion (as measured by compassionate goals) from submissive compassion, in that they were not correlated at all. Second, genuine compassion was significantly correlated with compassion for others, whereas submissive compassion was not. Third, submissive compassion was highly correlated with caring shame, self-image goals, submissive behavior and fear of compassion for others. Genuine compassion was not. This gives us some confidence that our measure of submissive compassion does appear to be tapping defensive caring. Especially noteworthy is its very high correlation with caring shame-fear of not being good enough as a carer. In the multiple regression, caring shame (linked to the fear of being criticized for not being caring enough) and self-image goals were the only significant predictors of submissive compassion, again offering some confidence that this scale is tapping submissive compassion.
In addition, submissive compassion is associated with depression, anxiety, and stress whereas genuine compassion is not. So once again this form of caring and trying to be compassionate seems to be problematic in a way that genuine compassion is not.
We believe this is a step towards distinguishing personality differences in caring behavior associated with different underlying motivations for caring. Future studies might improve on the concept and measurement, and also look at the association between compassion abilities like empathic competence with genuine versus submissive compassion. These dimensions have a special relevance given the increasing concern with the loss of compassion in various health settings and efforts to improve compassion. If staff simply copy or try to enact compassion as a submissive way of engaging with patients then it may well be unhelpful to the patient and the staff member.
LIMITATIONS
A number of limitations apply to this study, such as using self-report measures, using a cross-sectional design and a student-based sample. Also, we believe that due to the nature of some of the questions in our measures, responses might have been biased by conformity to social desirability. Further, studies might wish to use different samples and add measures that allow researchers to control for the effect of social desirability in responses.
In addition, it may be that different people have different combinations of motives for compassion at different times and these may vary according to context. These are questions that this study cannot answer. It is also not able to address issues of causality or direction. For example, it could be that people become more submissive and appeasing as they become depressed but this changes as their depression recedes; so we cannot address the issue of trait versus state-like properties of submissive compassion.
In this study we developed a scale for the measurement of a form of compassionate and helping behavior that is motivated by the desire to be liked and avoid rejection. Results showed that this form of compassion (which we called submissive compassion) can be distinguished from genuine compassion. Submissive compassion is positively associated with negative variables such as submissive behavior, depression, anxiety, and stress, unlike genuine compassion. These findings indicate that not all forms of compassionate behavior are linked to wellbeing. Further work is necessary to study the links between this submissive form of compassion and wellbeing.
